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CENTERS FOR MEDICARE & MEDICAID SERVICES 4 OMB NO. 06938-0381
STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA {¢2) MULTIFLE CONSTRUCTION {%3) DAYE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A BULDING 01 - MAIN BUILTING 01 COMPLEYED
445365 B.WING 5371812013
MAME OF PROVIDER QR SPPLIER STREET ADDRESS, CITY, 8T ATE, 2IP CODE
. 2000 BROOKSIDE DRIVE
INDIAN PATH MEDICAL CENTER TRANSITIONAL CARE KINGEPORY, TN 37660
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION frs)
S {EACH DEFIGIENCY MUST BE PREGE%EOBY FULL FR|EFD( (EAGH CORREGTIVE ACTION SHOULD SE COMPLETION
TAG REGLLATORY DR LSC IDENTIFYING INFORMATION) TAG CROS58-REFERENCED 70 THE APPROPRIATE T
DEFIGEENGY)
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
S5=F

Peors proteciing corridor openings in other than
requirétt enclosures of vartical openings, exlis, or
hazardous areas are substantial doors, such as
those constricted of 134 inch selid-bonded core
woad, or capable of resisting fire for at [east 20
minutes. Doors in sprinklered buitdings are only
required to resist the passage of smoke, Thereis
no impediment to the closing of the doors. Doors
are provided with 2 means sultable for keeping
the door closed. Duich doors meeting 18.3.6.3.6
are permitted. 12.3.6.3

Roller latches are prohibited by CMS reguiattons
in all heaith care facilities.

This STANDARD is not met as evidenced by
Based on observation and inferview, it was KO18- 55=F - Facillty ramoved exist]

deterrmined that the facility failed to provide fire e doorslo ot d’ A :O:' e’;‘;“g

rated daors protecting the corridor that will resist m

the passage of smoke due to the compartment .
being fully sprinklerad. Action: Doors were installed, checked,  443-2013

and operational.

The findings inciude:

Ohservation and Interview with the mainfenance
director on March 12, 2013 at 10:50 a.m.
revealed that the facility removed existing fire
doors located beside room 785.

LABORAT IRE |H DERMAUPPLIER REPRESENTATIVE'S SIGNATURE T (8} DATE
/ /72?? 35 %‘zu V[ cEa S ha

Any deficiency rent e’mﬁlg’ with an asterisk (*) denotes a deficiency which (he Instiution may be excusat) ftam comecting proaviding it is determined that
other safeguardd Provide sufficlant protaction 1o tha palients. (Ses instruclions.) Except for nursing homes, the findings stated above are disclosahle 90 days
Foltowing the datd of survey whather or Rot 3 plan of correction i pravided, For nursing homes, the sbove findings and plans of cerrection are disclasable 14
days following the date thesa documents aro made avaliable to lhe facility, 1 defidlancles are cited, an approved pian of corection Is requilsite to eonfimsed
prograrn participation.
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0935-0381
STATEMENT OF DEFICIENCIES {¥1) PROVIDER/SUPPLIER/CLLA (2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF GDRREGTION IDENTIFIGATION NUMEEF: A, BUILDING 81 ~ MAIN BUILDING 01 COMFLETED
445355 B WING 03718/2013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIF GODE
2000 BROOKSIDE DRIVE
i
NDJAN PATH MEDICAL CENTER TRANSITIONAL CARE KINGSPORT, TN 37660
oA 1D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S FLAN OF CORREGTION &5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENGY)
K018 | Continued From page 1 K018
This finding wag verified by the maintenance
director and acknowledge by the administrator
during the exit confarence on March 19, 2013.
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029
88=D
Qne hour fire raled consfruciion {with % hour
fire-rafed doors) or an approved automatic fire
extinguishing systern in accordance with 8.4.1
andfor 19.2.6.4 protects hazardous areas, Whsn
the approved automatic fire extinguishing systein
option is used, the areas are separated from
ofher spaces by smoke resisting partitions and
doars, Doors are self-closing and nen-rated or
fietd-applied protective plates that do not exceed
48 Inches from thi bottom of the door are
pernifted.  19.3.2.1
This STANDARD is not mef as evidenced by; _ s £ I
Based on observation, it was determined that the K028 S5= D - Facility failed to maintain
facility failed to maintain its ona (1) hour rated fire its one (1) hour rated fire construction.
construction, Observaticn oh March 19, 2013 at
o 11:30 a.m. ravealed above ceiling in the
The findings include: soiled utility room by the nurses’ station
Observation on March 18, 2013 at 11:30 a.m. hasfge piece of duct “’”*;ha‘ has been
revealad above celling in the sciled uility reom by sealed off by an unapproved fire stopping
the nurses' station has one piece of dugt wark system [duct tape)
that has besn sealed off by an unapproved fire o
stopping system (duct tape). Action: Dyct tape has been removed, 3/19/13
Duct cap in place and appropriate fire
This finding was verified by the maintenance sealing spplliae d ppropn
director and acknowledged by the administrator '
during the exit sonference on March 19, 2013,
K 054 | NFPA 101 LIFE SAFETY CODE STANDARD K054
58=D
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES () PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION - (X3) DATE-SIRVEY
ANR PLAN OF CORREGTION (DENTIFIGATION NUMBER: A. BUILDING 07 - MAIN BUILDING 01 COMPLETED
445355 B. WiNG - i 031812043
MAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP CODE
2000 BROOKSIDE DRIVE
INDIAN PATH MEDICAL GENTER TRANSITIONAL GARE  KINGSPORT, TH 37860
. SUMMARY STATEMENT OF DEFICENCIES D PROVIDERS PLAN OF GORREGTION %)
il (EACH DEFICIENCY WMUST BE FAECEDED e FULL PREFIX (EACH CORREGTIVE ACTICN SHOULD BE COMRLETION
TAG REGULATORY OR LSC IDENYIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE APPROPRIATE DATE,
. DEFICIENGY)
K 054 | Continued From page 2 K054

All required smoke detectors, including those

activating door hold-open devices, are approved,
tmaintained, inspected and tested in accordance
with the manufacturer's specifications.  8.6.1.3

This STANDARD is not met 25 evidenced hy:

Based on observation, [t was determined that the
faciity falled to have smoke detectors Incated at
[east 3 feet from air flow.

The findings Include:

QObservation on March 19, 2013 between 10:45
a.rm. and 11:00 a.n. revsaled the folfowing areas
had smoke dstectors installed within 3 feef of air
flow: .

1. MNourishrnent room

2. Siorage room across from room 735

3. Oxygen sforage room

These findings wera verified by tha malntenence
director and scknowledged by the administrator
during the exit conference on March 19, 2013.

K054 55=0 - Based on observation, it was
determine that the facility failed to have
smoke detectors located at legst 2 feet
from air flow.

Action! The 3 identified smoke detectors | 3/20/13
have been relocated to meet the apprapriate
clearance, :

H
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